ordinarily this would seem to be called for. Shoufld removal of the ulcer be considered too dangerous, opening the duodenum and cauterizing the ulcer, followed by gastrojejunostomy, is worth a trial. Dunhill carried this out with good result in one patient. Nevertheless, haemorrhage from a duodenal ulcer is of the secondary type and is prone to recur after simple ligation. Should the ulcer fortunately be on the anterior wall, as occasionally happens, excision followed by gastro-jejunostomy is undoubtedly a good procedure. Gastro-jejunostomy alone has been done for duodenal hbemorrhage. It is a most uncertain measure. I have seen two patients die from recurrent huemorrhage shortly after it. Finally, there are patients who are too ill for any surgical operation to be thought of. Starvation, rectal salines, morphia, and blood transfusion with defibrinated blood because of the large amount of fibrin ferment present in it, are the measures to be used, and they are often effective. Too frequently the surgeon sees these patients only after repeated haemorrhages. It would be infinitely better could the decision for or against surgery be taken at the earliest possible moment. The favourable time for intervention may easily be imperceptibly passed, but whether we should make it a rule to operate upon every patient with duodenal haemorrhage, or await the progress of the case in the hope of spontaneous arrest, is a question about which there are not enough observations available at present to decide.
said that if he were in the unit working under Prof. Pannett he would ask that he might do post-mortem examinations on hundreds of cases, whatever might have been the cause of death, in the hope of discovering very early duodenal and very early gastric ulcers, as that was a form of spade work which really needed to be done. With regard to the possible cause of these ulcers, in the examination of animals which had died and happened to nave been suffering from duodenal or gastric ulcer, the very small early ulcers were found to contain spirochetes; whether they caused the ulcers was a matter which required to be worked out. Only very early investigation would supply the solution. At present he was satisfied, in these cases, with the operation of posterior gastro-jejunostomy, and believed the main factor in the success of it was to make the stomach opening 4 in. in length; 21 in. was too small, for it allowed half the stomach contents to pass through the duodenum and half into the jejunum. With the larger incision very little passed into the duodeniim.
Mr. A. J. WALTON
said he did not agree that only a small proportion of cases of duodenal ulcer required surgical treatment; no proof had yet been advanced that medical means had cured or definitely improved actual ulcer in that situation. And certainly one should never wait for habmorrhage to occur before undertaking surgical measures, especially as quite a number of these cases died from heemorrhage, which was more fatal in duodenal than in gastric ulcer. Sometimes the surgeon was not called in until haemorrhage had occurred, but an attempt at a diagnosis should be made as early as possible. He believed high acidity had much to do with causing these ulcers. He
had never yet seen a case of pure jejunal ulcer. Post-operative ulcers started at the junction and were essentially gastro-jejunal. In 1062 operations on the stomach and duodenum, pyloric and duodenal ulcers numbered 437. In order to obtain a correct impression as to results it was essential to have a "follow-up" department and continually to review the cases. He had had such a department at the hospital since 1917 and that enabled him to be very definite when he spoke of results. Among patients traced for two years or more after operation the cases he had lost amounted to about 2 per cent. He agreed that simple gastro-enterostomy might be followed by heemorrhage or bv perforation at the seat of the ulcer, and because of that he had advocated that this operation should be accompanied by bedding or suturing of the ulcer.
With regard to mortality he agreed that the usual conditions in a draughty hospital ward were the worst possible for these cases. Some hospitals had postoperative wards, and if these were to become general he was satisfied there would be an improvement in the mortality statistics of these cases as a whole. He considered that the mortality after gastro-enterostomy should not exceed 2 per cent. He had found that 90 per cent. of the cases after operation were really cured, and by that he meant that a man who worked hard had no reminder that he had a stomach and could eat anything after having gone six months without medical treatment. The great danger was that of gastro-jejunal ulcer. In his 437 pyloric and duodenal ulcers, gastro-jejunal ulcer occurred in 2'5 per cent. He thought faulty technique was a considerable factor in mortality figures. The operation suggested by Professor Pannett should not be done generally, because of the risks in less expert hands. And partial gastrectomy did not protect a patient from the gastro-jejunal ulcer. The aim of the surgeon should be to practise the least interference which would cure the patient.
Mr. H. W. CARSON said it must be agreed that the diagnosis of duodenal ulcer was not easy, as there was often so little to go upon, and even the services of the highly skilled radiologist did not give such a high percentage of positive results as Americans claimed. Also, chemical means had largely failed. Thus, one had to rely more and more upon the history given by the patient,-often a fallacious guide. This made it the more necessary to receive with a caution Professor Pannett's statement, that the majority of duodenal ulcers were cured by medical means,-a statement which he did not accept, though he agreed that duodenal symptomns could be medically cured. The opinion seemed to be increasing that these ulcers had a septic origin, and when the abdomen was open there should be a search for any septic focus within the accessible area. He asked whether it was the general view that the intermissions observed in cases of duodenal ulcer meant that the ulcer was then soundly healed and that the renewal of symptoms indicated that it had broken down again; also, was it right to do, in the quiescent period, a prophylactic operation in order to prevent the inevitable symptoms at a late date? Gastro-jejunostomy was not attended by a high mortality, and the great risk was not in the abdomen but from chest complications afterwards; and for that the surgeon must take his share of the blame. This operation, however, did not keep the degree of stomach acidity permanently lowered, and in those cases of a high activity there was reason to expect unsatisfactory sequelae. If the latter were going to appear he thought they would do so within six months of the operation, and if not, then the patient was safe. If there was trouble years after the operation he did not believe it could be debited to the operation. He did not think an operation of the severity of duodenectomy was justifiable at present, certainly not for general performance.
Mr. C. H. FAGGE
said that every surgeon should from time to time crystallize his thoughts as to what he had and what he had not seen, and the best way to get material for this purpose was to deal directly with lesions after the manner advised by Professor Pannett. He (the speaker) had never seen a jejunal ulcer and had had to deal with only three or four gastro-jejunal ulcers in all of which an unabsorbable suture was present and he could not escape from the conclusion that this was the chief factor in their causation.
In his opinion the majority of supposed pyloric ulcers were really duodenal: several times a pyloric ulcer sutured for perforation had at post-mortem proved to
